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Abstract 

Background: The present study's aim has been to investigate, identify and interpret the views of pediatric primary 
healthcare providers on the recognition and management of maternal depression in the context of a weak primary 
healthcare system. 

Methods: Twenty six pediatricians and health visitors were selected by using purposive sampling. Face to face 
in-depth interviews of approximately 45 minutes duration were conducted. The data were analyzed by using the 
framework analysis approach which includes five main steps: familiarization, identifying a thematic framework, 
indexing, charting, mapping and interpretation. 

Results: Fear of stigmatization came across as a key barrier for detection and management of maternal depression. 
Pediatric primary health care providers linked their hesitation to start a conversation about depression with stigma. 
They highlighted that mothers were not receptive to discussing depression and accepting a referral. It was also 
revealed that the fragmented primary health care system and the lack of collaboration between health and mental 
health services have resulted in an unfavorable situation towards maternal mental health. 

Conclusions: Even though pediatricians and health visitors are aware about maternal depression and the importance 
of maternal mental health, however they fail to implement detection and management practices successfully. The 
inefficiently decentralized psychiatric services but also stigmatization and misconceptions about maternal depression 
have impeded the integration of maternal mental health into primary care and prevent pediatric primary health care 
providers from implementing detection and management practices. 
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Background 

Maternal depression is a common mood disorder that 
occurs in women especially during child-bearing years 
with prevalence rates ranging from 10-20% [1,2]. Hor- 
monal, psychological and social factors in the prenatal 
and postnatal period as well as in early child rearing 
years have been strongly linked to the onset of depres- 
sion [3]. Maternal depression affects child's physical, 
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mental and social health [4-6], but also cognitive, and 
socio-emotional development [7,8]. It has an indirect 
impact in the use of pediatric health care services and 
pediatric preventive practices. Underuse of child health 
preventive practices and overuse of pediatric emergency 
services have been found in various samples of de- 
pressed mothers [9-12]. 

Pediatric primary health care professionals (e.g. pedia- 
tricians and health visitors) usually have the most fre- 
quent contact with women of childbearing age and 
therefore they are in an advantaged position to detect 
maternal depression during the well-child visits [13-15]. 
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Even though most pediatric primary health care profes- 
sionals acknowledge the importance of prevention of 
maternal depression, in fact they fail to contribute effect- 
ively to prevent it [16]. In many cases severe depression 
is detected in the context of primary health care but 
mild or moderate depression is seldom identified [17]. 

The early detection and management of maternal de- 
pression is recommended by the European Union policy 
framework which mentions for parenting and the early 
years of life' as a major action area [18]. 

Both the high prevalence of mental disorders in the 
community and the reform of mental health services (e.g. 
reduction of psychiatric hospital beds) have resulted in a 
larger burden of people facing mental health problems in 
primary care settings [19]. Despite this however, the detec- 
tion and management of mental disorders in primary care 
is still understudied. 

Research suggests that the quality and effectiveness of 
a primary health care system affects the recognition and 
management of mental disorders [19-21]. 

Hence, in order to better understand the role of pediatric 
primary health providers in detection and management of 
maternal depression, it is imperative to investigate this role 
within the context of the quality and effectiveness of the 
primary health care system as such. 

Previous studies in Europe and internationally deter- 
mined the strength of a primary healthcare system ac- 
cording to its performance in relation to: a) primary care 
structure (governance, economic conditions of primary 
care system, workforce development) and b) the services 
delivery process (access to PC services, comprehensive- 
ness of PC services, continuity of care, coordination of 
care) [22,23]. For example the primary health care sys- 
tems in European Union countries fall into three cat- 
egories: weak (e.g. Austria, Iceland, Ireland, Greece), 
medium (e.g. Norway, Sweden, France) and strong (e.g. 
United Kingdom, the Netherlands, Denmark), in terms 
of quality, equity and costs of care [22]. The main as- 
pects of a strong primary care system are: universal access, 
better coordination and continuity of care, team-based 
provision of services, higher quality of care, focus on pre- 
vention and early detection and management of physical 
and mental diseases [24]. Strong primary health care sys- 
tems lead to better population health outcomes, reduction 
in avoidable hospitalizations and unnecessary specialist 
care but also to better and more equitable access to health 
services [25]. 

Specifically in Greece the health care system comprises 
a combination of public, public contract and public reim- 
bursement models and is based on public-private partner- 
ships [26]. Within this system primary care is provided by: 
a) the rural primary health centers and the outpatient 
clinics of public hospitals, both incorporated to the public 
national health system, b) the health services affiliated to 



and financed by the social insurance funds, c) the services 
and individual providers (solo physician setting) of the pri- 
vate sector who have contractual agreements with the so- 
cial insurance funds [26]. Patients can also have access to 
private health services and providers by paying out of 
pocket on a fee for service basis [27]. Public primary care 
centers are staffed with specialists (e.g., specialist of internal 
medicine, pediatrician, gynecologist, dentist, radiologists, 
microbiologists, nurses, midwives and social workers). Each 
primary health center caters for 10,000 - 30,000 citizens. 
The primary care system in Greece is hospital-oriented, fo- 
cused on the provision of curative services rather than dis- 
ease prevention, health promotion and home-care services 
[28]. There is no gatekeeping system (e.g. referrals to men- 
tal health or other specialists), while continuity of care be- 
tween primary and secondary health services is weak, if 
non-existent [26]. 

Pediatric primary care is provided by both the public 
and private sectors. Public pediatric primary care is pro- 
vided by the pediatric outpatient clinics of the public 
hospitals and the public pediatric primary health centers. 
Pediatric primary care centers (called "Centers for Ma- 
ternal and Child Protection") are part of the public pri- 
mary settings and staffed by pediatricians, nurses and 
health visitors. Pediatric primary care is also provided by 
the private sector through contractual agreements with 
the social insurance funds. Patients do not need to self- 
fund access since the majority of the private pediatric 
settings have contractual agreements with social insur- 
ance funds. 

The majority of private pediatric primary settings are 
medical practices run by a single pediatrician-solo practi- 
tioner (solo practice). Since the public pediatric primary 
care centers are few and located in urban areas, the care 
in semi-urban and rural areas is provided mainly by pri- 
vate pediatric practices. The available services for referral 
in cases of mothers with depression are: the psychiatric 
hospitals, psychiatric outpatient clinics of general public 
hospitals, community mental health centers (which are 
scarce and mainly clustered in the large urban areas) and 
private mental health specialists (e.g., psychiatrists) [26]. 

In an effort to better understand the context of pediatric 
primary health care in connection with the detection and 
management of maternal depression, studies in countries 
with strong primary health care (PHC) systems (e.g. U.K., 
Australia, the Netherlands) explore barriers at three main 
levels: organizational, patient and provider level. 

Previous research has indicated that the most common 
organizational barriers affecting maternal depression screen- 
ing and management include: i) high work load and time re- 
strictions, ii) absence of interdisciplinary team work, iii) lack 
of relevant health insurance coverage, iv) poor cooperation 
and collaboration between general and mental health sec- 
tors, v) inadequate community mental health services 
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[29-31]. Facilitating factors include the establishment of sup- 
portive policies for family oriented healthcare and the inte- 
gration of general health and mental health services [16,32]. 
The most frequently reported barriers at the pediatrician 
level include: i) reduced awareness and limited skills regard- 
ing basic aspects of maternal depression (clinical manifest- 
ation, impact, screening and management practices), ii) 
perceived roles and responsibilities, iii) poor perceived self- 
efficacy iv) fear of stigmatizing mothers, v) previous negative 
experiences in communicating with mental health profes- 
sionals [33,34]. The importance of addressing the afore- 
mentioned obstacles at provider level is of high priority, 
since these barriers are common both in public and private 
pediatric settings and they can be more easily modified than 
the organizational ones [1,31,35,36]. 

Although there exist several surveys from countries with 
a strong primary health care system investigating the bar- 
riers to the early detection and management of maternal 
depression at the provider's level, not many surveys exist 
from countries with weak primary health care systems. To 
our knowledge this is the first study conducted in a high 
income European country with a weak primary care sys- 
tem that investigates the primary care providers' views on 
the detection and management of maternal depression. 
This is important, due to the negative impact of the weak 
primary health care system on the recognition and man- 
agement of mental health problems and maternal depres- 
sion [19,20,37]. Such an impact poses an additional risk 
for both mother and child. 

The World Health Organization suggests that integration 
of mental health into primary care [38] is of high priority in 
order to address the mental health needs of the population, 
reduce the burden of mental diseases and promote the well- 
being and quality of life throughout the life course. Regret- 
tably, in many high but also low and middle income 
countries (LMICs) [39] the appropriate changes to the pri- 
mary healthcare system and the mental healthcare reform 
have not yet been established [40]. A weak primary care sys- 
tem is not necessarily a feature of a low or middle income 
country (LMIC). Many high-income countries such as 
Greece, Austria, Ireland and Iceland have a weak primary 
care system too. However, there is an increased possibility 
for LMICs to have a weak primary care system, due to the 
scarcity of resources and inequity of distribution [37]. 

Evidence shows [21,41,42] that both high income and 
LMICs with weak primary care systems are far from 
achieving the goal of integrating maternal mental health 
(and mental health in general) into routine primary care, 
mainly due to the following organizational obstacles: inad- 
equate mental health expenditure, workforce deficits (e.g. 
lack of mental health specialists) and undertrained pri- 
mary healthcare workers, insufficient decentralization of 
psychiatric services, inadequate or/and low quality com- 
munity mental health services, limited or no collaboration 



between primary care and community settings and lack of 
public mental health leadership. Apart from the aforemen- 
tioned organizational and systemic barriers, social exclu- 
sion, misconceptions about, and unfavorable attitudes 
towards maternal depression make its integration to pri- 
mary care even more challenging [42]. 

The World Health Organization (2007) advocates that in 
the context of countries with weak primary healthcare sys- 
tems the role of the health provider must be strengthened 
and upgraded for systemic barriers to be overcome, for 
accomplishing the integration of mental health into primary 
care and meet the mental health needs of the population. 
Primary healthcare providers should be trained and super- 
vised appropriately to detect and refer individuals with 
mental health problems. In the present study we used a set 
of questions to explore the existing barriers at provider 
(pediatrician and health visitor) level to the recognition and 
management of maternal depression within the weak pri- 
mary healthcare system in Greece. 

Methods 

The present study is part of the research project "Building 
HealthCare Workers' Capacity in Health Promotion: Devel- 
opment, Implementation and Evaluation of an Innovative 
Distance-Learning Intervention". This is co-funded by the 
European Union (European Social Fund - ESF) and Greek 
national funds through the Program THALIS-University of 
Athens, of the Operational Program "Education and Life- 
long Learning" of the National Strategic Reference Frame- 
work (NSRF). In its initial phase, the project aimed to 
assess the attitudes and skills of the healthcare professionals 
in Greece, and to identify obstacles and enablers, in order 
to guide the development, implementation and evaluation 
of an intervention e-learning program. One of the modu- 
les of the aforementioned project was "Maternal depres- 
sion: Improving maternal mental health outcomes in the 
pediatric setting". The present study intended to explore 
current practices as well as the perceptions of pediatricians 
and health visitors regarding the obstacles and facilitating 
factors in the detection and management of maternal 
depression. 

The primary goal of the present study in terms of public 
health has been to inform policies and contribute to an im- 
proved involvement of the pediatric primary healthcare 
providers in the prevention of maternal depression. Our 
aim was not the generalizability of the results but the 
provision of critical information. Thus, we decided to use 
purposeful sampling because of our interest in, and focus 
on, "information rich" cases [43]. This information may be 
helpful to researchers, public health agents and policy 
makers, in shaping interventions and developing policies 
that concern the integration of maternal depression into 
the primary healthcare context. 
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Due to the financial circumstances in Greece, especially 
since 2012, it was deemed necessary to select participants 
who had been involved in the detection and management 
practices of maternal depression before 2012 and who 
continue to provide such services during the recession. In 
order to be eligible for the study, providers had to have at 
least five (5) years of professional experience and work at 
a primary pediatric setting as a pediatrician or health vis- 
itor. Seventy (70) pediatric primary health care providers 
(42 pediatricians and 28 health visitors) residing in Athens 
met the eligibility criteria. The financial crisis in Greece 
has escalated during the last two years leading to further 
budget cuts in health and social care. These changes may 
have differential influences on health professionals' deci- 
sions regarding the provision of detection and manage- 
ment practices in cases of maternal depression but also 
the availability and acceptability of health and mental 
health services [44] . 

There is evidence that mental health services are more 
acceptable when they are decentralized and integrated into 
primary healthcare [19,20]. Moreover, research findings 
from previous studies indicated that Greeks display less fa- 
vorable attitudes towards mental illness compared to 
people from other countries [26]. The outbreak of the fi- 
nancial crisis in Greece did not permit the completion of 
the mental health reform previously underway. Even 
though some reforms were implemented (e.g. the psychi- 
atric beds in psychiatric hospitals were declined and the 
provision of psychiatric services was delegated to public 
general hospitals), a comprehensive mental health system 
was never developed due to budget cuts in healthcare as a 
response to the financial crisis. As a result, the mental 
health system remains underdeveloped. There exist few 
community mental health services, mainly in the large 
urban areas while most mental health needs are met by 
private-sector specialists (mainly psychiatrists). 

There is evidence that in large urban areas the provision 
of care by community mental health services and educa- 
tional campaigns have decreased the stigma attached to 
mental illness in the past [26] . Yet the recent weakening of 
community mental health services due to financial con- 
straints and the provision of mental health mainly by spe- 
cialists may have increased stigmatization and affected 
negatively the acceptability of mental health services. Con- 
sequently, we did not know whether community mental 
health services were considered (during the financial cri- 
sis) as acceptable by pediatric primary health providers 
who might have wanted to make a referral or for mothers 
who sought help. For this reason, we deemed necessary to 
include not just providers previously involved in detection 
and management practices, but those still providing such 
services, in order to ensure the collection of deeper and 
richer information hopefully leading to a comprehensive 
understanding to the matter at hand. 



Each potential participant received an email with an 
invitation and instructions to contact a specific research 
team member to register for participation. Providers 
were selected to participate if they were involved in de- 
tection and management practices (identification and re- 
ferral) of maternal depression in the last 12 months. 
Twenty two (22) pediatricians and eight (8) health visi- 
tors were excluded since they were not involved in de- 
tection and management practices in the previous 
12 months, although they reported that in the past they 
had referred mothers for depression. Finally, 40 pediatric 
primary healthcare providers (20 pediatricians and 20 
health visitors) were selected to participate. Twenty six 
(13 pediatricians and 13 health visitors) pediatric pri- 
mary healthcare professionals agreed to participate and 
signed the informed consent document. The total sam- 
ple included pediatric primary healthcare providers with 
different experience levels and from different regions in 
the Municipality of Athens. Health visitors and pediatri- 
cians from highly disadvantaged areas were also included 
in the study. Pediatricians recruited worked in pediatric 
primary healthcare settings while health visitors worked 
in Centers for Maternal and Child Protection. 

Following the Institutional review board approval from 
the Medical School, University of Athens, the study was 
carried out in 2012-2013 in pediatric primary health 
care settings. The objectives of the study were: 

• To investigate the awareness of pediatric primary 
healthcare professionals of maternal depression 
(impact, signs and symptoms etc.). 

• To explore the current practices of pediatricians and 
health visitors in the identification and management 
(referral, counseling) of maternal depression. 

• To investigate and describe the barriers to the 
detection and management of maternal depression 
as identified by pediatricians and health visitors. 

• To explore and describe the facilitating factors in the 
recognition and management of maternal depression 
as identified by pediatricians and health visitors. 

It was assumed that health visitors would display differ- 
ent opinions and patterns compared to pediatricians. In 
the Greek hospital-oriented primary care system, pediatri- 
cians (and physicians in general) enjoy a higher employ- 
ment and power status compared to non-physician 
providers (e.g. health visitors). We decided to use inter- 
views and not a different method (e.g. focus group discus- 
sions) for data collection in order to facilitate the free 
expression of providers' opinions. Participants' potential 
interplay in a focus group discussion might have resulted 
in a modification of their opinions. 

An initial interview guide was developed, pilot tested 
and reviewed prior to the final administration. It contained 
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a set of open-ended questions corresponding to the study 
objectives (Table 1). Face-to-face interviews, of approxi- 
mately 45 minutes each, were conducted by experienced 
research team members in a participants preferred time 
and location. All interviews were audio-recorded and tran- 
scribed verbatim in Greek. At the beginning of each inter- 
view, participants answered questions about demographic 
characteristics (age, gender, specialty, setting and years of 
practice) (Table 2) and also an "ice-breaker" question, 
which was not analyzed. 

The data were analyzed by using the framework 
analysis approach which includes five main steps: 
familiarization, identifying a thematic framework, index- 
ing, charting, mapping and interpretation [45-48]. Three 
researchers were involved in the data elaboration and 
analysis with important contributions from the co- 
authors of this paper. First, the research team members 
read and re-read transcripts and listened to the recorded 
interviews to become familiar with the data set. Three 
research team members (a psychologist, a social re- 
searcher, a health policy researcher) coded the same four 

Table 1 Interview questions 

Mother's mental health in general 

1 What do you think child mental health is? What do you think 
maternal mental health is? 

2 How would you describe a mother of good mental health? 

3 What kind of difficulties, if any, do you think mothers of young 
children (0-5) may be facing? 

4 What kind of difficulties, if any, might a mother with depression be 
facing in an effort to seek help? 

Signs and causes of depression 

5 How would you describe a mother experiencing depression? 

6 What do you think about the main causes of depression in mothers 
of young children? 

7 What worries you most about maternal depression? 

8 What do you think are early signs of maternal depression? 

9 How would you identify a mother with severe depression? 
Dealing with maternal depression 

10 What do you think the reaction of the mother would be if you 
talked to her about depression? 

1 1 If you suspect that a mother suffers from depression, what do you do? 

1 2 What do you think about discussing depression with the mother of 
a patient? 

Barriers and facilitators to detection and management 
of depression 

1 3 What barriers, if any, do you face in detecting mothers with 
depression or providing a referral for such mothers? 

14 What would facilitate the detection and management of maternal 
depression in your setting? 

15 What would increase your chances of implementing detection and 
management practices in the future? 

16 Is there anything else you would like to mention? 



Table 2 Participant demographics (n = 26) 



n (%) 

Gender 

Male 7 (27) 

Female 19(73) 

Age (years) 28-56 (range) 
Profession 

Pediatricians 13(50) 

Health visitors 13(50) 
Years practicing pediatric primary care 

<5 8 (31) 

5-10 12(46) 

>10 6(23) 
Setting of practice 

Public pediatric primary care centers 16 (62) 

Private primary pediatric practice 10 (38) 



transcripts independently. Emerging themes and cat- 
egories were used in developing a framework for coding 
and analyzing the data (by applying labels to the text 
chunks and passages in order to describe each notion in 
the text). All passages and chunks were coded the same 
way (the same label/code was given to the same con- 
cept/category). A series of formal meetings of the re- 
search team took place in order to develop and cultivate 
the thematic framework. The thematic framework was 
based on the a priori issues derived from the aims of the 
study as well as the concepts and themes that emerged 
from participants' experiences. The research team mem- 
bers discussed the data thoroughly in order to agree 
(consensus) on an initial set of codes (each code with a 
brief definition) that would be applied to all transcripts. 
During the process of applying the codes to the remain- 
ing transcripts, systematic research team meetings were 
carried out to refine the analytical framework until no 
new codes emerged. A detailed index was articulated 
based on the recurring themes comprising the main and 
secondary categories and allowed for the refinement of 
the data. The line-by-line application of the thematic 
framework to all data resulted in a complete assignment 
of the data to main and secondary categories. At the end 
of this process, the data were sufficiently organized for 
analysis. Data was summarized by category (from each 
transcript), abstracted for each key theme and partici- 
pant and inserted into the related matrix cell. The 
matrix included the refined summaries of the respon- 
dents' experiences. The charting process provided re- 
searchers with a comprehensive view by theme and 
across cases. In the final stage of the framework analysis, 
charts were used to specify the main concepts but also 
to map and find associations among themes in the data 
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so as to provide an interpretation for the results. The 
process of interpretation was carried out by taking into 
account the research objectives but also the emerging 
themes. We also searched for differences and common 
patterns in the views and experiences between and 
within groups (pediatricians and health visitors, public- 
private providers) and thematic areas. No differences be- 
tween pediatricians and health visitors or between providers 
working in public and private sector were revealed across 
themes. Research team meetings were carried out to gener- 
ate possible explanations of the phenomena emerging from 
the data. 

Results 

Sample demographic characteristics are presented in 
Table 2. Most of the participants were female (73%) and 
practicing between 5-10 years (46%). It had been as- 
sumed that health visitors would hold different views 
and opinions compared to pediatricians. However, the 
analysis revealed that pediatricians and health visitors 
shared common views and practices and faced common 
barriers. We had also anticipated that providers working 
in public pediatric settings would point out different bar- 
riers compared to those working in private pediatric set- 
tings and hold different views. However, the analysis 
indicated that were no differences in opinions, self- 
reported barriers and practices between providers in the 
private and public sectors. 

Mother's mental health in general 

In the present study the meaning of "mental health" fol- 
lows the definition provided by the World Health 
Organization [49] as "... a state of well-being in which 
the individual realizes his or her own abilities, can cope 
with the normal stresses of life, can work productively 
and fruitfully, and is able to make a contribution to his 
or her community". The majority of the respondents 
provided descriptions of emotional wellbeing rather than 
mental health. They pointed to important aspects of ma- 
ternal and child mental health such as the quality of 
mother-child interaction and relationship and woman's 
adjustment to the role of motherhood. 

"The most important thing for child's mental health is 
the establishment of a good relationship with the 
mother. Maternal mental health is a woman's ability 
to adapt to motherhood and create a supportive 
environment for child development. Maternal mental 
health is dependent on achieving a balance between 
different roles". (HV 05) 

"A mentally healthy child is a happy child. The 
emotional state of a child is the most important thing 
for its mental health. And I have to say that child's 



emotional state is easily observed by the pediatrician". 
(PED 11) 

It should be noted that very few of the pediatric pri- 
mary healthcare professionals acknowledged the import- 
ance of the antenatal and perinatal period to maternal 
mental health and also the fact that mental health is af- 
fected by several factors. Apart from mother's appear- 
ance and childcare skills, many participants connected 
maternal mental health with the quality of communica- 
tion and collaboration between mother, child and the 
pediatric health provider. 

"I guess that a mother with good mental health looks 
good, has a good relationship with her child... She is 
not anxious about the medical examination and as a 
result she can calm her child. She has an effective 
communication with the pediatrician and cooperates 
with the whole team very well". (PED 07) 

All of the participants were aware of maternal depres- 
sion and the importance of maternal mental health and 
wellbeing for the child's development. They believed that 
it was part of their role to discuss mental health during 
well-child visits, although they stressed the importance 
of additional training in order to feel more confident. 

"It is definitely part of my role to detect depression 
and mental health problems in mothers, babies, 
toddlers and adolescents and provide referrals. But I 
need additional training. It's not so simple... If I do not 
have appropriate training how can I provide 
appropriate help"? (PED 01) 

Participants acknowledged that mothers strive to meet 
the needs of their child and family. Moreover, they 
expressed increased concerns about the additional bur- 
den of the current financial crisis on maternal mental 
health. 

"If a mother continues to work after childbirth, she has 
a lot of problems. . . It is very difficult to combine 
motherhood and a job. It is too demanding. On the 
other hand, if a woman is unemployed, because this is 
[often] the case in Greece right now, she may feel that 
she has plenty of time with her baby, but she is not 
satisfied with her life and thus cannot manage 
everyday difficulties such as breastfeeding the baby's 
crying etc.... In our country, regulations for 
motherhood protection are insufficient or are not 
implemented -I don't know-". (HV 13) 

All health professionals mentioned that the lack of so- 
cial and family support and also stigmatization are the 
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main impediments preventing a mother from seeking 
help. They highlighted the lack of social and family 
support as either a cause or a consequence of 
stigmatization. 

"First of all, depression is stigmatized. If you are a 
mother you must be happy! You cannot say to your 
husband "you know, I want to give up all this, I can't 
stand you or the child". He will reject you and your 
feelings or he may underestimate the problem. In 
either case the mother will not receive support from 
husband and family. She may feel isolated and 
despair". (HV 10) 

Signs and causes of depression 

Both types of providers relied mainly on observational 
signs to identify mothers with maternal depression. 
Withdrawal, sadness, inadequate response to baby's cues, 
weight loss and frustration were the main signs men- 
tioned. They described depressed mothers as over- 
whelmed, sad, displaying signs of neglect of personal 
and child hygiene, sustaining poor interaction with the 
provider and experiencing increased difficulty in follow- 
ing recommended preventive practices. 

"A mother with depression is usually very nervous and 
cannot deal with everyday issues such as her child's 
feeding dressing etc.... She gets mad or frustrated very 
easily.... She cannot recognize the child's cry, needs 
and signals and she worries a lot about insignificant 
issues. There are also mothers who argue with me all 
the time and do not have a constant relationship with 
their child physician. They change pediatricians again 
and again, in an effort to seek help for themselves. 
"(PED10) 

"She looks very tired and overwhelmed, she is sad. If 
you try to talk to her you will see that she cries very 
easily, she is very emotional. In many cases she is not 
interested in everyday activities and maybe life 
generally... You can see the emotional withdrawal... 
She looks so fragile. . . " (H V 04) 

It should be pointed out that participants found it 
hard to distinguish between early signs of depression 
and the clinical symptoms of a major depressive dis- 
order. Only a few of them were able to make distinctions 
based on the frequency, intensity and duration of 
symptoms. 

"I cannot make such distinctions I am afraid.... Maybe 
a mother who is very demanding... Or the opposite, 
one who disregards important things. I think that an 
early sign of depression is when a mother reports 



exaggerated symptoms in relation to her child's 
physical health without any reasonable grounds... Or 
[when] a mother is facing difficulties in following 
pediatric preventive practices or medication 
prescription. A mother with early depressive signs just 
tries to do whatever she can while a mother with 
major depression is emotionally withdrawn". (PED 05) 

Participants attributed maternal depression mainly to 
the lack of the social and family support, financial prob- 
lems and unemployment, while some mentioned a preex- 
isting depression condition. Many of the health providers 
reported that the most severe consequences of maternal 
depression are self-harm or harm of others, abuse, neglect, 
and developmental problems for the child. Severe conse- 
quences associated with short-term outcomes were more 
easily pointed out by health providers, compared to 
medium depressive symptoms with long-term effects on 
maternal and child health. 

"First of all [there is[ the possibility of infanticide or 
suicide, neglect, abuse. Apart from these, a mother 
with depression cannot meet sufficiently her child's 
needs. She cannot support healthy choices in her 
child's nutrition. Many children of depressive mothers 
eat unhealthy foods or they do not eat solid foods, as 
they should, according to their developmental stage". 
(PED 03) 

"Child abuse and neglect... The negative impact on a 
child's mental and physical health. The failure to 
follow a vaccination schedule and preventive practices 
but also things such as... Infanticide, suicide or 
self-harming behaviors". (HV 01) 

Dealing with maternal depression 

Most participants stated that they faced significant diffi- 
culties in discussing depression with mothers. They be- 
lieved that mothers may be in denial or feel judged and 
stigmatized and would not be receptive to an option like 
referral. However, respondents reported that the estab- 
lishment of rapport and an ongoing relationship with 
the mother might facilitate the maternal disclosure of 
depressive symptoms. They also pointed out that tar- 
geted training interventions are needed, focused on 
strategies about how to discuss depressive symptoms as 
opposed to a general training in communication skills. 
Furthermore, a majority of pediatric primary healthcare 
providers linked with stigmatization their personal diffi- 
culty in discussing depressive symptoms and implement- 
ing identification strategies. Significantly, they linked the 
avoidance of discussing mental health issues and mater- 
nal depression with stigmatization among pediatric pri- 
mary healthcare providers. 
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"It depends on my communication skills and the 
quality of the relationship which I have established 
with the mother up to that moment. I don't know, I 
don't feel very confident discussing with mothers about 
depression. I believe that they have a difficulty in 
talking about such issues. They may feel that I judge 
them, or that they are not good moms... I would like to 
find out how I can start a conversation with a mother 
about depression without making her feel uncomfortable. 
I need to know how to manage the situation". (HV 08) 

"I don't feel very confident to talk about depression... 
Maybe I do not have the appropriate skills... But there 
is also stigma... I don't know how to initiate such a 
conversation. A screening tool might help to start a 
discussion about depression. But what if the score 
indicates depression? What should I do? ...I need a 
routine process for detecting and managing maternal 
depression. That would help". (PED 04) 

As stated above, the providers relied mainly on obser- 
vational signs to identify mothers with maternal depres- 
sion. According to participants, the detection process of 
mothers with depression was comprised of two main 
steps. At first the pediatrician or health visitor looked 
for observable symptoms. In cases where such symptoms 
were perceived, then the health provider started asking 
questions to investigate the severity of the problem so as 
to decide whether it would be necessary to provide a re- 
ferral. Asking questions is an essential but challenging 
process for most of the respondents. In terms of man- 
agement practices, participants attempted to provide a 
referral for mild depression, but in cases of severe de- 
pression in addition to the referral they took action to 
ensure that both mother and infant were safe. Specific- 
ally, providers inform a woman's husband/partner (or 
other close relatives in cases of divorce, death or absence 
of a husband/partner) about the situation and provide a 
referral in order to ensure that the mother would get 
help from a mental health specialist. In the next few days 
providers would contact the mother to ascertain that she 
received psychiatric care. 

"I try to discuss with the mother about her 
difficulties... It is very important to establish rapport 
and talk to her about the situation. I want to learn 
more about her thoughts, feelings, how she perceives 
the whole thing... After that I will provide a referral 
for a full psychiatric assessment". (HV 11) 

"In mild cases, I will try to suggest a visit to a mental 
health specialist for further help. I will try to talk 
about it in a way... you know... without talking about 
depression but talking about difficulties, let's say... But 



if I believe that her child is in danger, I will be proactive. 
I will call her husband and family and provide referral 
immediately; I have to ensure that she and the child will 
be safe". (PED 02) 

Many of the respondents believed that mothers were 
in denial and discussion about depression would in- 
crease stigmatization. 

"Not to mention that if I suggest a visit to a 
psychiatrist for example, she will answer, " Why are 
you suggesting that? Do you think I'm crazy?" and she 
will never talk to me again about depression. " (HV 07) 

"Usually a mother is in denial. She does not suspect 
that she is facing problems with depression... I hesitate 
to suggest to her to visit a mental health specialist 
because of the stigma. I feel that if I say something like 
that, she will leave. On the other hand, if she looks for 
help and asks me about depression, I would feel more 
comfortable to discuss it. If she doesn't... Well you 
know it may be difficult..." (PED 08) 

Barriers and facilitators to detection and management 

of depression 

Barriers 

Provider's level Health professionals in this study re- 
ported barriers at provider and systemic levels. All par- 
ticipants pointed out the lack of time and inadequate 
training as the main barriers in implementing detec- 
tion and management practices in cases of maternal 
depression. 

"I do not have the time and readiness to respond always 
in an efficient way... Although I try to develop rapport 
and a supportive relationship with the mothers of my 
patients, it is difficult to achieve this with a depressive 
mother. I have never received such training". (PED 6) 

"I don't feel very confident to discuss with a mother 
about depression. There is a lot of pressure at work, 
and I do not have the time. In many cases the system 
does not allow me to do my job. I mean they ask me to 
do the vaccination and stuff but do not pay attention 
to mental health issues. In my opinion mental health 
is not a priority for the Greek National Health System. 
Of course, if I had the training maybe I 'd be able to 
do something more... Maybe... It is very important for 
me to feel confident about my skills". (HV 12) 

Apart from stigmatization, respondents mentioned 
that they have limited knowledge of the appropriate 
community referral resources. Although primary health 
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providers stated that they tried to refer mothers to men- 
tal health specialists for additional help, their insufficient 
knowledge of community referral resources led to a de- 
creased possibility for a mother of low socioeconomic 
status to get appropriate help. 

"Though we spend a lot of money as a country, we still 
don't know the available community mental health 
services and we don't use them". (HV 09) 

Most pointed out that they were not aware of the 
available mental health services in their community and 
if they had to provide a referral, they would prefer a pri- 
vate mental health specialist. 

"I do not know the availability of community mental 
health services. As a result I would provide referrals to 
private mental health specialists and in many cases 
the patient cannot afford it". (PED 12) 

"There are important access difficulties to mental 
healthcare services. It is so unfair... There are 
community mental health services of good quality, but 
health professionals don't know anything about them! 
As a result, many mothers do not receive the help they 
need because if we don't know the public mental 
health services where we could refer them the only 
solution is a private mental health specialist. And the 
cost of this is usually high... I mean, how can you pay 
40-50 euros per visit if you are unemployed?" (HV 06) 

Furthermore the participants believed that community 
mental health services were of low quality and availabil- 
ity. Additionally they emphasized the importance of 
training to address stigmatization since they reported 
that stigma is quite high among pediatric primary 
healthcare professionals. 

"Mothers in our country are suffering a lot until they 
find a solution. There is stigmatization especially for 

new mothers. Stigmatization does not only arise from 
friends and family but also the health professionals". 

(HV 06) 

"Motherhood in the context of the Greek society is 
considered as a state of happiness and fulfillment. A 
pediatrician, on the other hand, is a "good" physician 
who should confirm the above belief about motherhood 
and is not allowed to ask questions that may 
undermine it. I think that there is stigma in both 
cases... When I consider the problems mothers must 
face in order to find help for depression, I feel 
discouraged... Training is essential to address stigma 
and misconceptions about maternal depression". (PED 13) 



Systemic level 

Most participants reported lack of free and available 
community mental health services, lack of an in-office 
mental health specialist, fragmentation of primary health 
services, lack of collaboration between primary health 
and mental health services and inadequate continuity of 
care as the core systemic barriers in the detection and 
management of maternal depression. 

"If I knew that there was an in-office mental health 
consultant or a mental health service in the commu- 
nity, free or at low cost, I would feel more comfortable 
to provide a referral". (PED 07) 

"A referral to a private mental health specialist poses 
an additional financial burden to the mother and 
decreases the possibilities of her receiving appropriate 
help". (HV 03) 

"There is no collaboration between health and mental 
health services, not to mention the weak and 
fragmented primary healthcare system... Continuity of 
care is not yet established in the public healthcare 
system". (PED 10) 

Facilitating factors 

The majority of pediatric primary healthcare providers 
believed that training on maternal mental health issues 
and accurate screening questionnaires that are brief and 
easy to use in every day practice may significantly facili- 
tate the detection process. The lack of confidence in be- 
ing able to ascertain whether the observed symptoms 
are depressive makes the detection process even more 
challenging. Providers suggested that targeted training 
interventions will contribute to improving detection 
rates, by addressing stigma, increasing knowledge and 
developing skills that are essential to the identification 
and management of maternal depression. 

"I need a specific training in a standardized detection 
and management process... A step by step process that 
could be easily incorporated into my daily clinical 
practice. And also an easily accessed informational 
resource that I can trust". (PED 04) 

"If we had training I think discussions would be easier, 
despite the additional barriers. I think training can 
overcome stigma to some extent..." (HV 11) 

Almost all health professionals believed that large- 
scale awareness campaigns could contribute to the elim- 
ination of depression stigmatization. They also suggested 
that targeted interventions for the prevention of mater- 
nal depression could increase both mother and family 
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awareness and would result in a more favorable attitude 
of mothers regarding management practices. 

"TV spots and social media large-scale campaigns 
could increase awareness for stigmatization of depres- 
sion and improve detection and mother's family sup- 
port". (HV 01) 

Finally, many providers noted that the availability of a 
mental health specialist for consultation would result in 
improved detection rates as well as the improvement of 
collaboration between health and mental health services 
and the availability of low cost treatment options. 

"Of course, the collaboration between health and 
mental health professionals would help. If I could call 
a psychologist for example, and find out more about 
depression, I would feel more confident about my 
practices". (PED 03) 

"Quality community mental health services are 
essential but so is the collaboration of health and 
mental health professionals and services. A child may 
exhibit physical symptoms and developmental 
problems as a cause or consequence of maternal 
depression. We must have an effective way to refer [a 
patient] to an appropriate health or mental health 
service for additional help". (PED 06) 

"The availability of community mental health services 
at low cost. Easy access to mental health services 
without waiting for too long. To get the help you need 
at the right time". (HV 05) 

Discussion 

Although participants in the present qualitative study re- 
ported that detection and management of maternal de- 
pression is part of their role, they stated that additional 
training is required in order for achieving the confidence 
to implement detection and management practices. Both 
pediatricians and health visitors acknowledged the im- 
portance of early detection and management of maternal 
depressive symptoms for preventing their negative im- 
pact on a child's physical, mental and social health and 
development. On the other hand, health professionals 
identified barriers at many levels making them reluctant 
to discuss depression with mothers. 

None of the pediatricians or health visitors who partic- 
ipated in the study reported the use of a screening tool 
in the assessment of depressive symptoms. Previous re- 
search indicated that relying on observation and other 
nonspecific methods is not an effective way to identify 
maternal depression [50] and most of the guidelines rec- 
ommend the use of standardized screening tools in 



suspected cases of maternal and postpartum depression 
[51-53]. 

Important differences but also commonalities are re- 
vealed when comparing the present results with previous 
research findings. The main barriers found here have 
been highlighted in previous studies. The inadequate 
training on maternal mental health issues, the lack of 
time, the perceived low quality of community mental 
health services and the perception that mothers are in 
denial towards depressive symptoms, have been reported 
in previous qualitative studies [50,54,55]. 

The comparison of the present qualitative study car- 
ried out in a country with a weak primary health care 
system, with similar studies conducted in countries with 
strong primary care provides some interesting insights. 
In contrast to what Heneghan, Morton & DeLeone [50] 
have found, pediatricians and health visitors in our study 
believed that mothers were not receptive to discussing 
depression and accepting a referral from their child's 
physician. Moreover, providers expressed concerns about 
initiating a conversation with mothers about depression 
and emphasized that they need specific training in order 
to feel confident enough to introduce the issue; other- 
wise their efforts to talk indirectly about depression are 
ineffective and doomed to fail. The majority of both pe- 
diatricians and health visitors acknowledged the fear of 
stigmatization as a key barrier in the detection and man- 
agement of maternal depression and drew a connection 
between their hesitation to start a conversation about 
maternal depression and stigma. This differs from the 
findings of other studies. Olson and colleagues [56] have 
found that only 25% of pediatricians reported stigma as 
a barrier, and Heneghan, Morton & DeLeone [50] re- 
vealed that less than a third of pediatricians participating 
in their study have either reported stigma as a barrier or 
linked stigmatization as an obstacle to discussing the 
issue with mothers. Additionally, Chew-Graham and col- 
leagues [55] suggested that health visitors did not cite fear 
of stigmatization as a barrier to talking to mothers about 
depression, however general practitioners did. Byat and 
colleagues [54] have also found that perinatal health pro- 
fessionals pointed to fear of stigmatization as a main obs- 
tacle for the recognition of maternal depression. 

A possible explanation for the increased stigmatization 
reported among pediatric health professionals in the 
present study could be located in the context of the 
weak primary health care system. The result of the inef- 
ficiently decentralized psychiatric services and the pro- 
vision of mental health services only by specialists at 
the secondary and tertiary health care level, is that ma- 
ternal depression is considered as a specific health con- 
dition demanding pharmaceuticals and specialized care 
[41,42]. This enhances the stigmatization of, and mis- 
conceptions about, maternal depression and impedes the 
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integration of maternal mental health into primary care 
[42]. In contrast, in countries with strong primary care, 
the stigmatization seems to be reduced mainly due to 
fact that primary health care services are not linked to a 
limited spectrum of health conditions and as such they 
are much more acceptable to, and accessible by, mothers 
and families [41,57]. Furthermore, the multi and inter 
disciplinary teamwork and the collaboration between 
community agencies and mental health services estab- 
lished within a strong primary health care system enable 
mothers and families to seek help and reduce social ex- 
clusion [40,42,58]. On the other hand, in countries with 
a weak primary care system cooperation between com- 
munity health and mental health services is rare. In 
many cases the community organizations (e.g. nongov- 
ernmental organizations-NGOs) strive to establish their 
reputation and gain the trust of the community. 

Another key difference between weak and strong pri- 
mary healthcare systems is the approach of the healthcare 
providers in everyday practice. In general, providers in 
countries with weak primary care systems dominated by 
specialized services usually stick to the biomedical model 
[41]. They do not have adequate training in mental health 
issues and as a result they cannot adopt a holistic strategy 
in their daily routine, failing to implement patient-cen- 
tered approaches [58]. Consequentiy, health providers 
working in a weak PHC system cannot achieve a sustained 
contribution to the increase of the mental health literacy 
of the population [59]. It should be noted that mental 
health literacy is associated with stigma, help-seeking be- 
havior and recognition of mental health conditions [59]. 

Differences in the organization and staffing of pediatric 
primary healthcare settings across countries may have re- 
sulted in variations in findings across several qualitative 
studies. Heneghan, Morton & DeLeone [50] revealed that 
pediatricians in United States rely on social workers in 
order to address systemic barriers (e.g. lack of time) to the 
detection and management of maternal depression. More- 
over in many countries (e.g. Canada, USA, U.K., Australia) 
pediatric and maternal primary healthcare is provided by 
multi-disciplinary healthcare teams or at least by a team 
consisting of a pediatrician and a health visitor or a regis- 
tered nurse [55,60]. The limited resources in most pediatric 
primary healthcare settings in Greece make the incorpor- 
ation of mental health issues in primary care more challen- 
ging. The provision of treatment almost exclusively by 
mental health specialists (e.g. psychiatrists), the providers' 
perceived lack of expertise, and the perceived lack of ser- 
vices in primary healthcare settings may be the reasons why 
all health professionals in the present study considered re- 
ferral as the only management option. 

It was anticipated that pediatricians and health visitors 
would hold different views towards detection and man- 
agement of maternal depression. The analysis revealed 



that they shared common patterns. This may suggest 
that the weak primary care system influences the pro- 
viders of different professions in the same way and pro- 
duces the same results. Within a weak primary care 
system, care is not provided by multi or interdisciplinary 
teams but by individual health professionals following a 
uni-disciplinary or para-disciplinary approach [24,61]. 
The absence of multidisciplinary teams in primary care 
is one of the core aspects of the weak primary care sys- 
tems [24]. The pediatrician or the health visitor cooper- 
ates with the family and the patient, but does not 
collaborate with her/his colleagues [61]. As a result, pro- 
viders face the same barriers towards maternal depres- 
sion since there are not different duties or options 
regarding the identification and management of mater- 
nal depression. Both pediatricians and health visitors can 
implement the same detection practices and suggest the 
same management options. In addition they are equally 
undertrained regarding mental health issues. 

It was also assumed that providers in the public sector 
would be holding different opinions from colleagues in the 
private sector. As stated in the introduction, the Greek 
health system comprises a combination of public, public 
contract and public reimbursement models and is based 
on public-private partnerships [26]. The patients have ac- 
cess to private pediatricians at no additional cost due to 
providers' contractual agreements with social insurance 
funds. The care in the private pediatric settings in Greece 
is mainly provided by solo-practitioners [26]. This implies 
that the pediatrician in the private sector follows the same 
uni-disciplinary approach as the pediatrician in the public 
sector. This may be why they seemed to share opinions 
and face similar obstacles towards identification and man- 
agement of maternal depression. 

According to Lincoln & Guba [62] the findings of the 
present study are subjected to the following limitations. 
The study aimed to contextualize the detection and 
management of maternal depression within a weak pri- 
mary healthcare system of a country in a financial crisis. 
Given this objective, the sample size should have been 
larger. It cannot be claimed that the aforementioned 
opinions expressed by health professionals are represen- 
tative of the whole pediatricians' and health visitors' pri- 
mary care population. Since the aim of the study was 
not the generalizability of the results but the provision 
of critical information, a purposeful sampling was used. 
This sampling method served the purpose of the study, 
but the generalizability of the results was limited. We de- 
cided to include pediatric primary care providers who were 
involved in preventive practices regarding maternal depres- 
sion not only in previous years but also during the last 
12 months. This implies that the sample of the present study 
has a special interest in maternal depression prevention. A 
comparison between professionals providing services only 
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before the financial crisis and providers currendy deliver de- 
tection and management services for maternal depression 
might have resulted in different findings. 

The study was conducted in the context of a weak, 
hospital-oriented primary health care system outweighed 
(in terms of value and importance) by secondary and 
tertiary healthcare services [27]. Within this system, the 
staff and budget allocation is uniquely distributed in 
favor of the hospitals. As a result, primary care is weak 
and underdeveloped [26]. It was expected that within 
this system, pediatricians and health visitors would have 
different opinions and beliefs, due their different posi- 
tions in the system's hierarchy. In contrast to our hy- 
pothesis there were no differences in views and beliefs 
between pediatricians and health visitors towards detec- 
tion and management of maternal depression. This may 
be attributed to the fact that the interviews were con- 
ducted with those who were willing or even more available 
to participate. Perhaps there were pediatricians and health 
visitors who were difficult to reach (e.g., due to workload) 
and whose opinions would differentiate the results. 

As stated in the previous sections, the Greek primary 
health care system comprises a mixture of public, public 
contract and public reimbursement models, and is based on 
public-private partnerships. Thus, providers drawn from 
both the public and private sector were included in the 
study. On the other hand, all participants were residing in 
Athens. Athens is a large urban center and home to approxi- 
mately 35% of the total Greek population [26]. Pediatric pri- 
mary care providers in semi-rural and rural areas may have 
different opinions and views but were not included in the 
study. Thus the present findings reflect only the views of the 
pediatric primary care providers residing in Athens with a 
special interest in maternal depression prevention. 

A common threat for credibility in qualitative studies 
is the social desirability bias [63]. Focus group discus- 
sions involve interaction between participants and there- 
fore could have increased the social desirability bias, as 
both pediatricians and health visitors would try to 
present themselves as more responsible professionals 
and avoid express opinions about stigma (especially 
stigmatization among health professionals). We con- 
ducted face to face interviews and used experienced in- 
terviewers to create a non judgmental environment and 
facilitate providers to express their personal views freely. 
Furthermore we used probes to clarify the participants' 
opinions and elicit detailed data, especially in cases of 
contradictory opinions and beliefs. Contradictory opin- 
ions and beliefs (e.g., participants stated that they do not 
make referral to community health services due to their 
limited information on the availability of such services 
but also because they believe that available services are 
of low quality) were not discarded but were included in 
detail in order to enhance transparency. 



Data analysis was conducted by researchers from dif- 
ferent backgrounds so as to increase its consistency and 
trustworthiness. Moreover, systematic debriefing ses- 
sions were carried out between the researchers respon- 
sible for analyzing the data. The researchers involved in 
data analysis had the opportunity to get feedback from 
the rest of the research team in an attempt to overcome 
possible prejudices. Regular research team meetings 
were also important for testing the interpretation of 
ideas and investigating alternative explanations for the 
phenomena, as an effort to enhance confirmability. 

Conclusions 

Despite the limitations, the present study may provide 
useful information to understanding the factors associ- 
ated with identification and management of maternal de- 
pression in countries with weak primary health care 
systems and limited resources. The present results sug- 
gest that specific aspects (e.g., fragmentation of health 
services, lack of collaboration between health and men- 
tal health services, provision of care only by specialists) 
of the weak primary health care system in Greece makes 
the detection and management of maternal depression 
more challenging. Therefore the role of the pediatric pri- 
mary healthcare providers' must be strengthened and 
upgraded for systemic barriers to be overcome, so as to 
achieve the integration of maternal depression into pri- 
mary care and meet the mental health needs of the 
population. 
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